) is the latest version of a self-report measure of DSM-IV personality disorders (PDs) derived from an interpersonal perspective. When categorical diagnoses derived from the WISPI-IV were compared with independent SCID-II diagnoses, the majority of the kappas were poor (>.40). However, all but one of the effect sizes for the differences in WISPI-IV means between groups with and without SCID-II diagnoses were large (>.80). When SCID-II and WISPI-IV dimensional scores were considered, the average r between profiles was .61 (median = .58) and correlations between corresponding PD scales (mean diagonal r = .48; mean off-diagonal r = .18) indicated good convergent and discriminant validity for five of the WISPI-IV scales. These results add to the cumulating evidence suggesting greater reliability and validity of dimensional over categorical scores for PDs. Researchers and clinicians interested in having an efficient method of assessing PDs may consider using a dimensional approach such as the WISPI-IV as an alternative to diagnostic interview.
INTRODUCTION
The purpose of this study was to investigate the validity of the Wisconsin Personality Disorders Inventory (WISPI-IV) using the Structured Clinical Interview for Axis II (SCID-II) as the criterion measure. The WISPI-IV is the most recent version of the original WISPI-III and WISPI-III-R . Most of the items have remained constant across the three generations of this measure, although the length has been reduced from 302 items for the DSM personality disorder (PD) categories in the original WISPI-III to 204 items in the WISPI-IV. The aim in constructing the WISPI was to create found test-retest reliabilities for individual PD diagnoses of .24 to .86 (median .68; Barber & Morse, 1994; Dreessen & Arntz, 1998; First, et al., 1995b) , which are also comparable to those attained with other structured PD interviews (First, Spitzer, Gibbon, & Williams, 1995a) .
The validity of the SCID-II (both the DSM-IIIR and the DSM-IV versions) has been the subject of numerous studies. Lacking an agreed upon "gold standard" in PD assessment, we review the evidence regarding the convergence of the SCID-II with other PD measures. Following the recommendation of Shrout, Spitzer and Fleiss (1997) , we consider kappa and ICC values greater than .75 to indicate excellent agreement, values between .74 and .61 as moderate agreement, between .60 and .41 as fair to good, and those below .40 as poor (Shrout, Spitzer, & Fleiss, 1997) . Clark, Livesley, & Morey (1997) reviewed 19 studies of the convergence among structured PD interviews and questionnaires and summarized the results by calculating the median kappas across PD categories for the various combinations of measures reviewed. While the convergence of the SCID with interviews and questionnaires was somewhat better than the convergence among the other PD interviews or questionnaires, the levels of agreement were still only in the "moderate" range. To illustrate this we note that only two of the five studies that compared two PD interviews reported median kappas in the "good" range (.46 and .50); both were for comparisons of the SCID-II with the PDE. Convergences between PD interviews and questionnaires were summarized by calculating the median r's or kappas. Only one of the 12 kappas tabled for PD interviews was in the "good" range (.42 for SCID-II with PDQ-R); all others, including three comparisons involving the SCID-II, were "poor," ranging from .38 to .08. Median correlation coefficients between interviews and questionnaires were tabled for 11 studies. Five of the 11 were in the "good" range; one of these was for the SCID-II compared with the WISPI (r = .46). None of the median kappas was higher. Three more recent studies compared the SCID-II with questionnaires (PDQ-4+; Fossati et al., 1998; MCMI-II; Kennedy et al., 1995; MCMI-II; Marlowe, Husband, Bonieskie, Kirby, & Platt, 1997) . Median correlations were in the "poor" range (.33, .26, and .38, respectively) . Therefore, while the SCID-II seems to converge with a number of different PD questionnaires (MCMI-II, PDQ-4+, WISPI) somewhat better than other PD interviews, none of the median r's or kappas reached levels indicative of either moderate or excellent agreement. By summarizing in terms of median kappas or r's we note that convergences may be in acceptable ranges of agreement for some specific PD categories.
There are pros and cons to using self-report questionnaires versus structured clinical interviews for the diagnosis of PD. Assessment of PD by clinical interview requires considerable administrator training, is more time consuming, and thus more costly than PD assessment by self-report instrument. On the other hand, idiosyncratic understanding of items by respondents, inability to query the respondent about state versus trait issues, and the inability to evaluate the evidence that a respondent uses to determine how he or she meets a criterion can hamper assessment of PD by questionnaire. A self-report measure that provides reliable and valid PD diagnostic and symptom information could be useful to both clinicians and researchers. Thus, we examined the reliability and validity of the WISPI-IV questionnaire in relation to the widely used SCID-II interview.
METHOD PARTICIPANTS
Participants were adult psychiatric inpatients at the University Neuropsychiatric Institute in Salt Lake City, UT who agreed to participate in the research between February 2000 and August 2001. Participants were excluded if they were: currently psychotic or receiving electroconvulsive therapy; had organic brain damage; were identified as mentally handicapped; did not speak English as a native language; or were hospitalized primarily for the treatment of alcohol or drug abuse.
Of the patients approached, 125 agreed to participate. Fifteen of these individuals completed the initial screening but left the hospital either before they could complete the full assessment or declined to complete the procedure. Of the remaining 110 patients, 75 completed both the WISPI and the SCID-II . 1 Table 1 shows the demographic information and the SCID Axis I and II diagnoses for these 75 participants. Participants' mean age was 35.29 years (SD = 11.39). Participants ranged from the very lowest to the highest scores possible (12 -66) on the Four Factor Index of Social Status (Hollingshead, 1975) . The mean was 41 (SD = 12.54) commensurate with medium to small size business owners, minor professionals, and technical workers. Over 95% of the participants were white, which is consistent with the ethnic makeup of the region and the patients attending the hospital where data were collected.
PROCEDURE
The first author and a graduate student colleague reviewed the charts of patients on the open inpatient unit for the presence of behavior or symptoms consistent with DSM-IV personality pathology and absence of exclusion criteria. Researchers explained the purpose of the research, the data collection procedure, and the compensation for participation. Patients who indicated initial interest were given consent forms to read and sign. Researchers also offered to send a copy of the participant's computer-generated diagnostic assessments to their psychiatrist or licensed therapist. There were three computer-administered tests, a demographics questionnaire, the SCID-I Screen Patient Questionnaire , and the SCID-II Patient Questionnaire (SCID-II PQ; First, Gibbon, Spitzer, Williams, & Benjamin, 1996) . After screening, patients were interviewed using the Structured Clinical Interviews for Axis I and II (SCID-I, Patient Edition, version 2.0; SCID-II; First, Gibbon, Spitzer, Williams, & Benjamin, 1997) . Following standard SCID-II protocol, interviewers only queried items patients endorsed on the SCID-II screen. Interviewers queried unendorsed items when (1) a participant was one criterion away from meeting a PD diagnosis, or (2) the participant demonstrated or disclosed information that was consistent with an unendorsed item. Research has shown that following this procedure does not result in appreciable rates of false negatives despite initial concerns (Jacobsberg, Perry, & Frances, 1995) . The primary investigator reviewed each SCID-I and II interview for coding errors or missed items within two days of administration so that errors could be resolved with the patient or interviewer as needed.
The primary investigator completed 57% percent of the interviews, 37% were completed by a second graduate student, and 6% by a third graduate student. After establishing initial interrater reliability (kappa = .92; for presence versus absence of a disorder on both the SCID-I and SCID-II), about every tenth interview of each interviewer was videotaped and coded for reliability (based on patient consent). Average kappa for Axis I disorders across all videotapes was .99 and for Axis II disorders was .96. The ICC value for the interrater reliability of the dimensional SCID-II scores was .87.
WISPI-IV
Participants were also given the WISPI-IV in paper-and-pencil form (Klein & Benjamin, 1996) . This self-report questionnaire provides both categorical diagnoses and dimensional scores for 11 PD categories. There are 204 items that are rated on a 10-point scale that ranges from 0 (never or not at all true of you) to 10 (always or extremely true of you). Ten of the items are from the Marlowe-Crowne Scale for social desirability (Greenwald & Satow, 1970) . Each item is written from the point of view of the respondent who is asked to rate their "usual self" during the past 5 years or more. Two of the scores created by the WISPI-IV scoring program were used in the data analyses: (a) mean scores (the means of the ratings for the items on each scale) and (b) z-scores (computed using the normal sample data from Klein et al., 1993) . For the concurrent validity analyses using PD categories, we used two methods of assigning a categorical PD diagnosis from the WISPI-IV. In the first method, patients were assigned a diagnosis if they rated at least one item at the level of 6 or higher for the minimum number of DSM-IV criteria needed for each PD category. The second method assigned a diagnosis if a patient had a z-score of 1.96 or greater on a PD scale (i. e., their score was significantly greater than the normative sample at p < .05).
RESULTS

CHARACTERISTICS OF THE DATA SET
All variables were examined for statistical anomalies and to ensure that statistical assumptions were met. Some participants returned WISPI-IV questionnaires with missing data on a few items. The amount of missing data on the WISPI-IV was less than 2% across all items. Mean values across all par-ticipants were used to replace missing values. For the total sample, the mean values for the WISPI-IV PD scales were within a standard deviation of those reported for a patient sample that included inpatients and outpatients .
DIAGNOSES
The SCID-II can provide both categorical diagnoses and dimensional scores for each PD scale. Each SCID-II item is rated 1 (absent), 2 (subthreshold), or 3 (threshold). An individual receives a diagnosis when he or she meets or exceeds the minimum number of criteria at threshold for a given PD category. To create a dimensional score from the SCID-II data, we calculated the percentage of weighted criterion scores for each PD scale divided by the total possible. For example, if a patient met 4 criteria at threshold level (for a weight of 3) on the AVD scale, which has a possible total score of 21, their score would be 57%. Table 2 shows the comorbidity between PD groups. The mean number of PDs per participant was 2.19 (SD = 1.44; range 0 -6) and the mean number of criteria met was 21.32 (SD = 9.27; range 5 -44). This is lower than the generally reported average of four PDs per patient (e. g., Skodol, Rosnick, Kellman, Oldham, & Hyler, 1991; Oldham et al., 1992) . Table 3 presents the means, standard deviations, and Cronbach's as for the dimensional SCID-II and the WISPI-IV PD scales. Internal consistency for the WISPI-IV was high, with as ranging from .74 (Antisocial PD; ASP) to .91 (AVD). SCID-II as were lower and ranged from .38 (ASP) to .77 (AVD). The lack of diagnosed cases of ASP on the SCID-II in this sample likely contributed to the lower reliability coefficients for this scale. Very few patients met VALIDATION OF THE WISPI-IV 179 criteria C on this scale (evidence of Conduct Disorder before the age of 15) so interviewers, who followed the skip out instructions, did not query the remaining items for this scale.
RELIABILITY OF THE WISPI-IV AND THE SCID-II
WISPI-IV INTERSCALE CORRELATIONS
In the DSM-III-R version of the WISPI, interscale correlations were quite high with an overall average of .62 and a range of .48 (SZD, Schizoid) to .69 (PAR, Paranoid; Klein et al., 1993) . To compute average correlations, we converted r values to z scores using Fisher's r to z conversion, averaged the z scores, and then converted the average z back to an r. In this sample, the overall average interscale correlation for the WISPI-IV was .46 with a range of .33 (ASP) to .56 (Narcissistic, NAR). While the degree of interscale correlation has been reduced in this latest version of the WISPI, the interscale correlations are still relatively high. Table 4 shows the agreement between categorical diagnoses on the two instruments for each of the six PDs in the sample that had more than five cases as determined by the SCID-II interview. The top of Table 4 presents WISPI-IV-SCID-II convergences when the WIPSI-IV's categorical DSM-IV scoring procedures were used. The correct classification rate ranged from .55 (OCD) to .78 (PAR) with a mean of .67. Kappa values were poor to moderate and ranged from .08 to .48 (M = .26). The positive predictive power (PPP) ranged from .22 (DEP) to .76 (BPD) whereas the negative predictive power (NPP) ranged from .59 (BPD) to .94 (DEP). The bottom of Table 4 shows the interinstrument agreement using WISPI-IV cut-off z scores of 1.96 to establish diagnoses. This increased the correct classification rate to a mean of .71, kappa values increased slightly (range .13 -.63; M = .29). In general, the convergent validity of categorical diagnoses between the two instruments ranged from poor to good, as was generally the case in the cross-method assessments of PD reviewed (Clark, Livesley, & Morey, 1997; Perry, 1992) . Table 5 shows the Cohen effect sizes (d) when the WISPI-IV mean scale scores are compared between the participants who met criteria for a particular PD on the SCID-II and those who did not. This statistic describes the distance between the means of the disordered and nondisordered groups in pooled standard deviation units (Cohen, 1988; Hsu, 2002) . Table 5 also presents two measures of the percentage of overlap and nonoverlap between the two distributions of WISPI-IV mean scores. Here, the WISPI-IV distinguished between those who were diagnosed with a particular PD on the SCID-II and those who were not, as demonstrated by the large effect sizes (d .80; Cohen, 1988) for five of the six PDs that had more than five diagnosed cases on the SCID-II. Note. Prev. = prevalence. AVD = Avoidant; DEP = Dependent; OCD = Obsessive-Compulsive; PAG = Passive-Aggressive; PAR = Paranoid; BPD = Borderline. Sensit. = sensitivity, percentage of patients correctly diagnosed by the WISPI-IV; Specific = specificity, percentage of patients correctly not diagnosed by the WISPI-IV. PPP = Positive Predictive Power, probability that patient has a PD when positive for the diagnosis on the WISPI-IV. NPP = Negative Predictive Power, probability that patient does not have a PD when negative for the diagnosis on the WISPI-IV. Class Rate -classification rate, percentage of total sample correctly identified by the WISPI-IV. †DSM-IV Diagnostic variable = met at least one item for the minimum number of criteria needed to attain a categorical diagnosis. ‡WISPI-IV z values = z values created from normals' data in the validation sample . N = 75.
WISPI-IV & SCID-II CORRESPONDENCE ON CATEGORICAL DIAGNOSES
CORRESPONDENCE BETWEEN THE SCID-II DIMENSIONS AND THE WISPI-IV
To examine the relationship between SCID-II and WISPI-IV dimensional scores, the SCID-II dimensional (percentage) scores that we calculated were correlated with the means of the WISPI-IV PD scales. As Table 6 shows, 10 out of 11 dimensional SCID-II PD scale scores had their highest correlation (indicated in underlined type, follow rows) with the corresponding WISPI-IV scales (except Histrionic, HST). This indicates that the two DSM-IV measures converged to a reasonable degree (mean diagonal r = .48; mean off-diagonal r = .18). Five out of 11 WISPI-IV scores had their highest correlation (indicated in bold type, follow columns) with the corresponding SCID-II scales. Good convergent and discriminant validity (discriminating from the other PD scales; Trull, 1993) was demonstrated on five PD scales (BPD, AVD, DEP, PAR, and schizotypal [SZT] ). For these PDs, the highest correlation on both the SCID-II and the WISPI-IV was with the corresponding scale on the other measure. Unlike the study by Barber and Morse (1994) , the SCID-II PAR scale, rather than the DEP scale, was significantly correlated with many of the WISPI-IV PD scales. This difference may be attributable to differences in our participant populations. Barber and Morse recruited outpatient participants with specific Axis I and II disorders 2 whereas the participants in our sample were psychiatric inpatients on the unlocked ward. The results of this study are consistent with the convergence between the SCID-II and WISPI-IV shown in the Barber and Morse study. Their mean correlation between corresponding scales (using earlier versions of the SCID-II and the WISPI) was .44 as compared to our .48. Note. M Dx on SCID-II = Mean WISPI-IV scale score for group diagnosed on the SCID-II. WISPI-IV z value = Mean WISPI-IV z score for group diagnosed on the SCID-II. d = Cohen's Effect Size. % Nonoverlap = percentage of nonoverlap between the SCID-II diagnosed PD and not diagnosed PD groups. % of PD Above = percentage of patients with a particular SCID-II diagnosed PD scoring above the mean of those patients not diagnosed on the SCID with that particular PD.
PROFILE CORRELATIONS
Another way of examining convergence between the two PD measures is to examine the correspondence between the profiles of the 11 PD scales on each measure for each participant. This within-subject procedure considers all of the PD dimensions at once and derives an index of overall congruence (see Figure 1) . To make the WISPI-IV scores metrically commensurate with the SCID percentage scores, we calculated WISPI percentages from the sum of all item endorsements within a scale, divided by the total score possible for that scale. After reversing the data matrix (participants become the columns and the 11 PDs the rows), each participant's profile of percentage dimensional scores on the SCID-II was correlated with his or her corresponding WISPI-IV profile of percentage scores. The resulting statistic (a within-subjects Pearson product moment correlation) represents the congruence of the two measures across all PDs per patient. The average r (after r to z conversion as described previously) between the congruence scores across all participants was .61 with a range of -.01 to .93 (median = .58). This is consistent with an earlier study of the WISPI and SCID-II, which found a mean profile correlation of .53 (Barber & Morse, 1994) .
DISCUSSION
In many respects, the results of this study replicate and improve upon previous research on the WISPI (Barber & Morse, 1994; Klein et al., 1993) . Consistent with this past research, this study demonstrates that the theory-based WISPI-IV has high internal consistency and good convergent (with other measures of PD) and divergent (between PD scales) validity with the SCID-II interview (Barber & Morse, 1994 ) and other PD assessment measures (Klein et al., 1993). This research has shown that test-retest reliability on the WISPI is adequate (.70; as suggested by Nunnally & Bernstein, 1994) even over a 3-to 4-month period (Barber & Morse, 1994) . Temporal stability on a PD measure is important given that PDs are by definition "an enduring pattern of inner experience or behavior that ... is stable over time" (APA, 1994, p. 630) . Interscale correlations between WISPI-IV scales are lower in this latest version of the measure suggesting that the various PD scales are capturing unique aspects of PD pathology. Klein and colleagues (1993) reported an average interscale correlation of .62 (range .48 -.69) for the WISPI-III compared to the current results of .46 (range of .33 -.56) for the WISPI-IV. Before discussing the convergence between the WISPI-IV and the SCID-II, some limitations of this study should be noted. Our sample consisted of psychiatric inpatients in one particular hospital. This may have had an effect on the types and levels of personality disorders in the sample. Additionally, patients admitted primarily for substance abuse were excluded, which likely affected the prevalence of some PDs such as ASP. It should be noted however, that the inpatients in the study were not free from current or past substance abuse. Examination of the results of the SCID-I screening questionnaire revealed that 21% of the inpatients endorsed all three screening questions related to alcohol abuse, 23% stated they had tried street drugs, and 32% said they had been "hooked on" a prescribed drug or had taken more of it than was prescribed. The sample was exclusively Caucasian. Together these sample characteristics limit the ability to generalize these findings to other populations. Additionally, this sample only had 6 PDs with more than 5 SCID-II diagnosed cases out of the 11 PDs represented on the WISPI-IV, which limited our ability to examine categorical diagnostic efficiency to just those 6 PDs. The lack of established prevalence rates for the various PDs at this hospital prevented us from using some diagnostic statistics recently recommended by Hsu (2000) . Given the characteristics of the particular unit where data was collected (an unlocked ward), we decided it was untenable to estimate inpatient prevalence rates from the research literature. Perhaps the most important limitation, as with most studies of PD, is the lack of an independent or consensual gold (or even LEAD) standard diagnosis to use as the criterion.
Our results add to the wealth of evidence that dimensional assessment of PDs results in higher validity and reliability data than does categorical assessment (Barber & Morse, 1994; Klein, 1993; Widiger, 1993) . We note that the low kappas obtained for the comparisons between SCID-II and WISPI-IV categorical diagnoses are quite consistent with prior research (e.g., Clark, Livesley, and Morey, 1997) . In a recent overview of diagnostic validity statistics, Hsu (2002) noted that kappa (and other related statistics such as PPP and NPP) has been "criticized because of its sensitivity to base rates" (p. 413). While recognizing the clinical appeal and utility of kappas, he suggests other promising methods (including effect size), which use more robust dimensional data to enhance the diagnostic process.
Examination of the correlations between SCID-II dimensional scores and the WISPI-IV scales demonstrated good convergence (mean r between corresponding PD scales = .48). Discriminant (from other PD scales) as well as convergent validity was demonstrated for BPD, AVD, DEP, PAR, and SZT scales suggesting that these scales can be more easily distinguished from other PDs. Profile analysis provided the most compelling evidence for convergence (mean r = .61) demonstrating that individuals show a similar pattern of responses across the 11 PD scales on the 2 measures. The results of this profile analysis were marginally stronger than those previously reported between these two measures (r = .61 vs. .53 in Barber & Morse, 1994) . This correspondence suggests that researchers and clinicians interested in having an inexpensive and time saving method of assessing the relative degree to which individuals have characteristics consistent with various PDs may want to consider using the WISPI-IV as an alternative to the SCID-II.
